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Initial Comments

The findings and conclusions of any investigation
by the Health Division shall not be construed as
prohibiting any criminal or civil investigations,
actions or other claims for relief that may be
available to any party under applicable federal,
state, or local laws.

This Statement of Deficiencies was generated as
a result of an annual State Licensure survey
conducted at your facility on 7/7/09. This State
Licensure survey was conducted by the authority
of NRS 448.160, Powers of the Health Division.

The facility was licensed for ten Residential
Facility for Group beds for elderly and disabled
person and/or persons with mental retardation.
The census at the time of the survey was seven.
Seven resident files were reviewed and four
employee files were reviewed. One discharged
resident file was reviewed. The facility received a
grade of D.

The following deficiencies were identified:

449.200(1)(d) Personnel File - NAC 441A

NAC 449.200

1. Except as otherwise provided in subsection 2,
a separate personnel file must be kept for each
member of the staff of a facility and must include:
{d) The health certificates required pursuant to
chapter 441A of NAC for the employee.
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NAC 449.200 ‘.é:,.,‘m,'n@f #:‘s'}lorg sdatemennt
1. Except as otherwise provided in subsection 2, datel Joby @ .
a separate personnel file must be kept for each o J ¥, 2007
member of the staff of a facility and must include: Fing 37‘[»"" nt and F8) chuk
{f) Evidence of compliance with NRS 449.176 to resolt mavked as Attachmed /&‘?!6‘”
449.185, inclusive. H# 2
B Ad L’mjp/aje e 76:'/65 will b e
This RULE: is not met as evidenced by:; da 20S every G rnonths
Based on record review on 7/7/09, the facility to ensure em P /05«'--5
failed to ensure 1 of 4 caregivers had Com Pie;f‘-e A o § /"?» el
hackground cht—::cks completed_(Eranoyee; #4). all the reguiresmene
Employee #4 failed to have a signed criminal 2
history statement, FBI check and finger prints. ”’ZW 7[0 Back - grovndt
Check
This was a repeat deficiency from the 8/10/08 rhe Administrator wiil
State Licensure survey. o T1idor t/br comp lance
Severity: 2  Scope: 1 ¢. #/efog
Y 274 | 449.2175(5) Service of Food - Substitutions Y 274
§8=C

NAC 448.2175

5. Any substitution for an item on the menu must
be documented and kept on file with the menu
for at least 90 days after the substitution occurs.
A substitution must be posted in a conspicuous

Py
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Y 274 | Continued From Page 2 Y 2747 |Y 274
N R A. A Menv was qwridten and
place during the service of the meal. posted at +he ‘-Fac:f'lf-l- g-
A ny subsdidution 7(or' Mmend
must be docurmented A_cr
writing on +he botton
This RULE: is not met as evidenced by: of Inenv fan -
Based on observation and interview on 7/7/09, Attoach ment # 3 (Merv- |
the facility failed to ensure menu substitutions subsivhale ) &3[0‘1
were documented and retained for at least 90 Ve vearver o
days. The facility did not follow the scheduled SRS AR
menu for 2 of 2 meals observed today. ! i
waOd— O e bottom O;F
This is a repeat deficiency from the 4/40/09 Hdhe Wero i_,[ Fheres an o
complaint survey. ch dnges -
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Y 353 | 449.222(3) Bathrooms and Toilet Facilities v3sav | C.7li3fes
8S=E Y 353
NAC 449,222 . ) astalled
3. The bottoms of tubs and showers must have A C,T rab Bors avere A ¢
surfaces that inhibit falling and slipping. in +he Bathroom of bedroon
Cabinets that are attached to the floor or grab H# & and &edroom ¥ 32 l@"
tsaﬁgswrgrl;st be adjacent to the tubs, toilets and Attochment # g P/b-#vfc
. B . Administrator will ensure
: . . +hat all bathrooms hat
'Brhls I:ULE.bls nott_met as:f;;::n:::d fl;y..”y i & gra b bars 7[ or +he
ased on observation on e facility fai
: / cicde s
to ensure grab bars adjacent to the tub in 2 of 5 safet y 1°5F Al ress 4
bathrooms. The bathroom in bedroom #8 and Adrministeaider wi mony
the bathroom in Bedroom #1. for compliance -
Severity; 2 Scope: 2 a. /1% fog
Y 356 | 449.222(6) Bathrooms and Toilet Faciiities Y356 / |Y 356 )
Seep (6) v A, The lock s /n Fhe Careﬁ,wwr
NAC 449.222 bathroowm was changed
6. Bathroom doors that are equipped with locks +o asingle ynoton lock By D3 ()C
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NAC 449.2742

9. If the medication of a resident is discontinued,
the expiration date of the medication of a
resident has passed, or a resident who has been
discharged from the facility does not claim the
medication, an employee of a residential facility
shall destroy the medication, by an acceptable
method of destruction, in the presence of a
witness and note the destruction of the
medication in the record maintained pursuant to
NAC 449.2744. Flushing contents of vials,
bottles or other containers into a toilet shall be
deemed fo be an acceptable method of
destruction of medication.

This RULE: is not met as evidenced by:

Based on observation and interview on 7/7/09,
the facility failed to destroy medications after they
were discontinued, had expired or after a
resident had been transferred.

cdi'scondinvee or be[o;;js
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Y 356 | Continued From Page 3 Y 356 S0 (£ canbe © F errable (ngide
¢ ith a sinal tion from the insid Gnd outside of Hae bathvooml,
must open with a single motion from the inside :
without the use of a key. If a key is required to Attachment # &( pietore
open a lock from outside the bathroom, the key € re ceipt)
must be readily available at all times. B. Adminrstrafor will ensore
that ay bathroone [ocks
This RULE: is not met as evidenced by: must have o $in j/ e
Based on observation on 7/7/09, the facility failed ymotian . _ )
to ensure single motion locks on 1 of 5 Adynrnrstrater wi H monie]
bathrooms. The bathroom designated as the Afor com Pn'amcc .
caregivers" bathroom has a two motion lock. C- 1)1)09 .
Severity: 2 Scope: 1
Y 885 | 449.2742(9) Medication / Destruction Y885y | Y 988
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facility must be stored in a locked
area that is cool and dry. The
caregivers employed by the facility

shall ensure that any medication or
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Severity: 2  Scope: 3
L
Y 898 | 449.2744(1)(b}(4) Medication / MAR Y 898 Ve Y $9¢
838=C A. Emplogee # 3 Administerst
+he Wedicafon ©n 7 /@/os
NAC 449.2744 PH ana T/9/07 A bot
1. The administrator of a residential facility that %arje.é- fo s/gn it - c’a,ej;'ve,-
provides assistance to residents in the s/ ; AMALR f
administration of medication shall maintain: Jnee Ade's ar +ae
(b) A record of the medication administered to time of sucvey. Copyof
each resident. The record must include: MA.R's pttochment H
(4) Instructions for administering the B. Remincd Careciver - 7/&‘320‘:
medication to the resident that reflect the current ey +4 Aj R. at He
order or prescription of the resident's physician. 9 e M-A
Same +Fime von adming-
terin Yhe rmedicatton
’ICUI‘ each re SJ'G(P,}’J t.
Adsninistrafor awill check
This RULE: is not met as evidenced by: Yhe M.A.Rs e very weelc.
Bgsed on record review on ?ITIOQ, tt_lg facil'ity by emsore Fhat all rmed;-
failed to ensure the medication administration are ven correct,
record (MAR) was accurate for 7 of 7 residents 7 ,,,‘,’,,SQL_‘,, A A o
{Resident #1, #2, #3, #4, #5, #6 and #7). C. 7/ Comm phicmcd
Severity: 1 Scope: 3
Y 920 | 449.2748(1) Medication Storage Y920V |y G20
SS8=F A. All mWedication 710()/?6\’ in
+he Careqgiver room wag
NAC 449.2748 a4 Jg B, 2009
1. Medication, including, without limitation, any desﬁoj “ +h Zn Sifvz_ #
over-the~counter medication, doring 4 &/ 83)63}
stored at a residential

{ medrcatron Degdreetion
Recoret - Attt ocheent ﬁ%)

B. All »edication »must be
SHtore jn a lockedd cabinet
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Y 920 Continued From Page 5 Y 820 cind should be lcept on
. " . . lock a ot el Hrmes.
i medical or diagnostic equipment that _0 !are a; o
may be misused or appropriated by a Emplogee 2008 ofiscphaek
. resident or any other unauthorized i Jur sloring el ~the discon=
person is protected. Medication for ! ! Lrrved smedicineg o hor
external use only must be keptin a i oo
+ locked area separate from other o : ifo
medications. A resident who is capable | Ach raiai'strator ol moniter
. of administering medication to himself | | For corm pliawnce -
without supervision may keep his c. v/7le
| medication in his room if the ’ s
 medication is kept in a locked
container for which the facility has

- been provided a key. !

, This RULE: is not met as evidenced by:

| Based on observation on 7/7/09, the facility failed

| to keep medications for 6 of 7 residents in a

| locked area (Resident #2, #3, #4, #5, #6, and
#7).

|

i Severity: 2 Scope: 3

vo23 /| g 923 _
A'ﬂ'” +he mec{;'(_a{:oy, 7100)1‘{

faside +hc Cmejjyer Room

Y 923 | 449 2748(3)(b) Medication Container
§S=F

that 3 not mn Fhe om“y/'na,/
Cortfas ner wkag afes-/‘rajc.d
on Soly 7, 2009 .

NAC 448.2748

3. Medication, including, without limitation, any
over-the-counter medication or dietary
supplement, must be:

(b} Kept in its ofiginal container until it is
administered.

B Al e caton Fneluvctin
Over +he courter medicady,)
st be /ce./)t orn CThedr

| original container .
Medieafi'lon ThAaT ovre
drsconhno

or b t?-/onj
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This RULE: is not met as evidenced by:

Based on observation on 7/7/09, the facility failed
to keep medications in their original container
affecting all residents. Medications were found
pre poured, and approximately 10 ziploc bags of
medications without names or prescriptions were
found unlocked in the caregiver's bedroom.

Severity: 2  Scope: 3
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